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2.0 Reconsiderallon Background Data Form Instructions
. ldentifying Data--Bencficiarics/Parties
Boneficiary Name and Addrcss

Provide the last known address even if the beneficiary is deceassd. Indicate whether the beneficiary is
living or deceased. Include the beneficiary phione number, it know.

The beneficiary information is required even if the Recansideratien is submited by a not-ptan provider or
ethar autharizad rapresantative.

Party Reguasting Racobsidaralion

One category must he chacked and only one category can apply.

Chack "beneficiary” unless one of the following categornes applies and is indicated:
Avvocatesrepraseniative  An individual, not including vafid representative of an estste or provider, wha is
authorized to submit a Regonsideration request on behaif of the beneficiary by virtue of execulion of an
appropriate form of authorzaton (see below).

Estate An authorized representative of a beneficiary’s estate may request a Reconsiderstion.

Provider as Representative A non plan provider may represent a beneficiary if the casa fila includes an
appointrent of teproesantative dasignating the provider.

Providar-Appefent-A non-plan provider, but not a provider under contract the MCO, may submit 3
Reconsidesation on the provider's behalf if the case fila includes an executad "waiver of payment® form.

Form of Authorization

If the beneficiary is aot he party, the Plan must chack and include an appropriate document authorizing
ancther party or representative.

Il. Ildentifying Data~-HMO

The address and contact person entered fo this section will be used by CHOR far addressing infosmation
1o the MCO about this case. The MCO may use the name and address of its Key Plan Conlact (see
CHDR Manual). Or, the MCO may use a different individual andfor andress.

If the Plan contact or address is not entered, CHOR will assume that eorrespondence is to be sent © the
Kay Plan Cantact.

in. Background Information
Ensoliment Dales

Enter the most recent envoliment span. If the mambear has prlor periods of enroliment, note beiow tha
"Fromy¥To" date fislds.
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Mombaear's Routina Plan Source of Care

By "membar's routing sourcs of care" CHDR is referring o the member's "primary care physician™ or
“medical group® responsibie for coordinaling the members care at the time of the denisf in guestion. if
tha membaer was aot assigned 1o a managing provider, or if the provider was changed during the period in
question, 30 note in svailable space.

History of Plan Use of Saervices

The purpose of all questions and fields in this section is {0 establist whether or not a history of use of Plan
sarvices exists and, if so, whather that history indicates compliance or hon-compikance with Plan sules. if
Plan utilization has occusred, it is sufficient to eslimate the number of PCP and/or Other ancouniars within
the last 12 manths of when the ¢laims wera processed.

Note: it is nol nacassary to indlude delalfed claims for a member's camplele utiization hisfory. Records
are required only for those claima and services the! are denied, and for Ihose services that are necessary
o undersiand the context of, or o svalvate, the deniai.

Complate tha ramaindar of this section. Chack “no” if this description applies (do not leave biank).
iv. Caso Summary

The "Service Categories” are fieids that assist CHDR to tiage and manage the case and which are used
for reporting. The categary checked by the MCO will netinfluence CHDR's evaluation of the case. Check
the category that most closely corresponds to the denied service in question. (f (here are multiple dend
sarvicas in the casa, check each that apply. Be sure to circle the ‘denial tyee” and (n-area indicator, for
esch aarvice cafegory checked. "Area” refers to the farmal sefvice area of the MCO as approved by
FICFA.

V. Provider Ikdentification Data

The purpcse of this Section is to assist CHDR to correctly identify each provider that is referenced in the
Plan's case lile. Mans should include the pravider(s) of denied, or unauthorized, services, and also any
providers who play a role in the case "story” (e.g., a PCP who denied services, an ambutanca vendor who
Wwok the mamher i a non-plan ED, atc). Plans need not identify providers whose only significance is that
they are part of the member's general utilization history {i.e., histery unralated 1o the danied senices).

Each provider is recorded in this section onfy once and, thereby. is assigned a number (ane to six}. If
thare ara more than six providers, use a sacond sheet and re-number (7 to 12, etc.).

Usa your best Judgmant for sclacting codes for "Type" and for entering a speciatty. Use of codes 1to 3 for
“Relation to Pian™ will cause CHOR (o consider the pravider a “ptan-conwracting™ pravider far purposes of
the Racansideration.

The purpose of tha Madical Racords fields is to CHDR to rapidly determine if recosds should be found in
the case file and, if not, whether the MCO has attempled 1 dbtain charts.  If issuttes axisl reganding
suficlancy or availabillly of medical racards, these issues should be discussed in the ‘case narrative.”

Vi, Expedited Request Procassing

The primary purpose of this seclian is to support HCFA monitoring of MCO compliance with regulations
govarning expedited determinations and reconsiderations.
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Complelign of the top half ("Organizalion Determination®y is required it the pardy had requested an
expedited organization detemination for any of the denied items included in the Case file. If the MCO aid
not grant the expedited detenmination, anddor if tha MCQ did not compiale the detewrninalion wihin he
HCRA 72 time standard, altach a brief explanation.

Completian of the battom half "Ptan Laval Reconsideration”} is required if the party had requestesd an
expediled MCQ Reoonsideration for any of the denied items in the case tile. # the WOO g not grant the
expedited Recon, anddor if (e MCO did not compieis the Recon within the HCFA time frame. attach »
brief explanalion.

Nale: (o cases in which the request for an expeditedt detarmnination ar an expediled Recan are msca Ly
phiane or it persov (o the MCO, the MCO must include the “calt fog” or record aof any arguments supplied
by the member. Include copies of wrilten requests.

Vii. Denied Service/Authorization Definition

One_complete copy cf this form is required for each sepsraty denied gervice or suthocizafion
contained within the Reconsideration. Far examuple, if an MCO denied an ambulance ride to an
Emergency Department, the ED Visit. and a follow-up exsrtr, three completed copies of this saction wauid
ba mequired. If only cne type of sawvioe IS in contraversy, but that service occurred over a span of time,
one fcrm can be used. Examples wouid inciude muitiple inpatient admissions 10 the same facilily, home
heglth over a period of time., and muitipla visits of the same thetapy o the same provider.

Sematimes, a Plan witl deny o or more reiated services, dbut the mambar will onty appeal one of tha
denied services. Complete a section of this form for each sepgiate denied service, whether or not the
member has scugM a raconsidaration of that sarvice (and indicate the beneficiary raquest in the
appropriate box). For denied services which the member does not agpeal, leave the "Appeal Request
Date" field blank.

Donled Scrvice #

Enter the number of the denisd service which i being described on this copy, and the (otal number of
denied services which will be defined (i.e., e number of complelad coges of this form).

Provider #, Dantal Type, Plan Denied

Enter the numbar of the provider fromy Saction § that idantifies the provider of the denied service (or
proposed service). If a provider has not been identfied, write “none”.

Cumplete the other self explanatory fieids.
Service Date/Denial Dates

The “service dates” (up lo three spans pemmitted) refer to (he start and end dates of services which are
daliverad, irraspactive of the MCOs decision o cover ar dany thasa sarvices. The “denial detes” refer to
the =pan of services which the Plan has denfed. For a total denis), the seyvice dates and denial dates are
ihe same. The “denial dates” are usually nat the date(s) of tha MCO's “organization datarmination® at
decision t deny care. The administrative decision date is entered under "initial Organizalion
Determination.”

Enter the slart and end dates of service to Service Dates (doss not apply to pre-service denialg). if thera

are multiple spans of sarvica (8.9., multipla admissions), use more than one line. Within each span of
enterad Service Dates, enter the span of Denied Dates, For example, if a member wag in a SNF fram
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141097 until 673097, these would be the Service Dates, I the Plen denied the period 2197 until 33087
thase would ba the danied datos.

Request Date, nitial Organization Determination Date, Appeal Request Date, MCQ Decision Date

Thasa fialds are required ang, for expeadited Reconsiderations, should be consistent with the data entered
to Section VI

Amount in Controversy

The "amount in controversy” is the best estimate of the amount the enrcilee would have (o pay, or is
contesting, based upan the MCO's dénial. The amount entared is for the danlad sarvica descricsd on
this particular form {nct the total if two or more services are defined on two or more forrns). [t this amount
i$ not precisely determined, enter an ¢dtimate. Provide an explanatan if thére I8 na Basis for an estimate
(e.g.. denial of request for out of network care, where provider has not identified estimate< chayges).

Check “estimated charges” or “zctual charges” if one of these fields explains the basis for e amount in
cantraversy. (ncluded copies of bills or proposed charges for “actual chargas.”

if the estimatend amount in controversy has been computed In sams other manner, (e.9.. 2 batsnce bill
above the HMO allowed amount, a copayment, etc.), expizin and attach related documentation.

Diagnosis

This space is provided to capture the Plan's undersianding of the canditian being treatad in the episodae of
care that is denied. A namative brief description is required, coding is optional.

Service Description

This space is provided for a brief description of the care hat weas denied. Do not use it to present the
rationale for the plan denial.

4.0 Casc Narrative Instructions
INTRODUCTION

"Case Narrative® refers to all required components of the case file cther than the Sackgravad Dala Form,
Case narrative will include taxt writen by the MCO glus materlal attached o the casa file. The case file
must be clearly and neatly osganized, with legible materal and attachments. The required organization
and contents are:

1. Agpea! Transmitial Cover Sheet
2. Background Data Form
3. Case Narrative Sectian:

«  Chranology of Events
« Ptan Reason for Denial
+ Surmmary Statement
» Justification
« Maomber's (Proveder’s) Argumants for Coverage
« Plan Rebultai
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» MCO Reconsiderstion Process

» Anachments® (Raduired unlass otherwise noted)

Subscriber Contact and Rider

Notica of Inltal Determination {Danial}

C31l LogiNotes of Request for Expeditet Determination/Reconsideration®
Written Request for Reconsideration”

Physician Statement of Suppart {Call Log or wnttan)”

Request and Aarguments Made for Coverage and Reconsideration
Contastad Claime and Relatad Madienl Record

Relevant Plan Coverage Policies, Practice Guidelines, Technology Assessments”
Record of MCO Reconsideration Deliberation

Authotization of Legsl Representatives, Waiver of Liabllity*

2 6 4 ¢ 4 0 ¢ 4 ¢ 3

i CHRQNOLOGY OF EVENTS

Senaral Purpose

The Chronalagy is the Plan's statement of tha facts. It serves two basic purposes. First, it shoulkd provide
a third party with a “factuaf’® review of those events which comprise, or sre necessary 0 understand, ha
disputa hatwaen the membar and Plan. Second, it astablishes "facts" which are referenced in the Plan’s
{subsequent) presentation of Plan and member arguments. "Facts” shouid he placad in quolet hecause
thera may ba real differancas in tha Plan and mamber's views of events (e.g.. whether or not & phone call
was made for avthorization), Such differences in "facls" must He identifiad in the Chiranology, of in the
Plan Rationale or Beansficiary Argument section of the Care Namative.

The Chronalogy should not be used to present and defend the Plan’'s ralonale for denial. Use the Plan
Rationate saction for this purgosa.

Soan ¢f the Chronology:

Begin the chronoclogy with the first “event™ that a third party shouid recognize to understand the
CIrCUMSANCes Causing or starting the denia! dispute. This is genarally nof the mambar's enroiiment date,

or the date of first use of Plan services. Rather, this is an event such as:.

= Onset of symptoms which lead to disputed service use
» Usa of a Plan provider which staned 2 chain of referrals which lead o the disputed

servios
« Diacussion with 3 providaer abaut treatmant options, or possible fuliine refesrals, relatad

{o the disputegd service
* Date membaer 1eft Iha sarvica area, ssting the stage (or "out-cl-area" services.

In some casas, this stacting “event’ may ba a characlarization , such as "mamber had been seen over a
pericd of S months by his PCP for complaints ;elated to enisrgement of the pIostate.”

End the chronology with the mamber's last use, or request for, the disputed service, or the Plan's last

determination. However, it is nat necessary 1o incluie within the Chronalagy the datas and datails of e
Plan's raconsideration process itself, providing these are detailed in the Background Data Form.

What Evants o Include In tha Chronclogy
* This documenta¥on is required as applicatle fo the case.
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identify, and date, each event that is nece¢ssary for a thind party to bndarstand bath e Plan's and
manber's views of the dispute. These events will usually include:

v Each afiempf by the member to contact or acoess a plan or non plan provider
(e.9., call for appgintment)

v Each actrral contact or recefpt of service from a provider (date spans may be used
when essentially the same service is offared ovar Uma, such as a facility stay or
cutgatiant ahysicai herapy)

* Enach affernpt fo contect or contact with the Plan's agministration

=  Onsat of symptoms or significant changes in members heaith problems

* Change in member's capacity for, and conlrod dver, Seif Carg (¢.¢., admission 0 a
facitity} or other significant status changes (e g., moves out of the Plan service
area)

Note events {contacts ar afempts to contact) in which a "significant other” lo the membar is acling. For
axample, if a child of the mamber had a significant discussion with a provider, this event should be
acknowledged.

What to [nclude in the Descrplign of Events

Include the date of the event (slart and end if applicabla), who was lovolved, a summary description and
reference any attached material in the case file (e.g. "see attachment 1, medical record). You shouid not
repeat more detailed data which is pravided elsewheara. For exampis, you do not have to repeat Provider
ldentifying information or (detailed) service descriptions which are aiso reported in the Background Data or
as attachmants.

Madical Servicg Events
For mexsiical service events, the following information is offen a necessary part of a complete description:

Hovr andior wihy the member accessed the service

The rolg, if any, played in accass by Plan personns! or Plan providers (including non-plan
providers acting under a Plan's one-time referral)

The data and mathod by which Pran became avsare of service use

Pian and Pisn providers response 10 awareness ¢f service usa.

10, PLAN RATIONALE EOR SERVICE OR AUTHORIZATION DENIAL
Purpose

The first purposa of this section of e Case Narative is to record the Plan's reasons and arguments for its
intial adverse determinstion (denial) gnd its subsequent decision to uphold this denlal In Plan level
Raconsideration. Tha “pracess” used by e Plan to make and uphold its denial {e.g.. who made the
denial, who conducted Reconsideration, ete.) will be recorded in the Reconsidaration Pracass subsection.

Summary Stat nt of R n for Denial
Provide a one ot two sentence statement of the Plan’s primary reason(s) for denial. Do not iaundry st
evety conceivable reason for denisl of sny <laim (8.9, "nat covenad”, “not emergant” “not urgent" "not

medically necessary” and “not authorized"). List only the reasons applicable to the current case, with
emphasis on the most important reason, CHDR has found the following tarminalegy for danial freasons to

C-123, September 11, 1998 2.20.N-72



Demonstrations

R

Figure 2-20-N-10 Appeals (Continued)

be useful and Plans may elect to use it. However, the Pfan may stele its deniat ralionaig in any erms the
Plan chooses.

Not Enralfed The Plan's records indicate the member was not enrolled on the date(s) which would
obligate 1o Ptan o cover the disputed service

Not & Covered Benefit The sarvics or item in question is not covered under the member's conlract undar
acy narmal eircumstances {e.g. acupunciume). Do noi usa this terminology when referring to a service
which is frequently covered, but one denied in this case tecause of an authonzation, medical necessity or
level of care issue.

Exceeded Coverasge Limite This reasan would apply il the Plan denles the service, in whole or part,
because the member had exhausted a limited benefit (e.g.. maximum covered days of SNF care)

Not An Emergency The besis for denial of in-area unauthornzed services sought because the member
perceived a medical condition O cequire immediate cara. This reason Is not applicable 1 out-of-area care
which, by definition, need only quality as “urgent" care.

Not Urgent The basis for denial of out-ofarea unauthorized services sought because Ihe mernber
percaived a medical condition 10 require immedlate care. 0o nat use for in-ares deniats (as in, “denied--
not emergentinot urgent'y

fdat Unforeseen The basis for denial when the Plan beiieves that "out of arga™ cana, whather urgant or
noy, should have been "foresean™ by the member.

Not Justified by Plan Delay or Withholding of Care The basis for denisl of 8 member's out of plan care,
when the member seeks such care hecausa of a real or perceived detay or wilhhelding or services by the
Plan.

Not The Treatment Option (Or Provider) Approved by Flan. Apniies to a case in which the mambear seaks
(pre sarvica) or sought (claim danial) a form of reaument which the Ptan might recognize as medically
appropriate, but the Plan seeks to limit coverage o an alternative appropriate traatmeant (or providar).

Not Skitted Care  The basis for denisi wrhen cane is dearned custadlal, or falls to meet cther Medicare
qualifying critena.

Nof Autharized Care not approved in compliance with the Plan's suthorizalion procedurss. Usualtly, this
reasan is secondary or complimentary 1o 8 reason above (8.9. "the visit 1o the ED was not “emsrgsnt” and
was not authotized").

Not Medically Macessary One basis for "pre-service’ denials, or withholding of Plan grior authorizations.
Olherwise, usually a characterization of cara which, whila Impontant, is not the primary basis for denial.

Not Plan Provider A characwrization of a provider which s typically only a secondary reason for denial.
The cantents of the Plan’s justification will vary based upan its primary raason for denial.

Denials Justiied Primarily by Review of Facts
When the denial is mede due such issues m5 entoliment or ausence of authorization, the Plan's

justiicatian will ba its stalarment of facts and raview of evidence (attached documents) which support
these facts.
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Deuniats Cn Issucs of Coverage

If the Plan's pricnary denial reason refates t© an issue of coverage, the Plan should justfy its denial by
review and intergretation of the spplicable Medicare palicies, Plan subscriber conlract, or bath. it is
helpful, but nAl necassary, to include a copy of the applicable Madicare policies. Reference citetions (o
Medicare policies ace required, as is attachment of the enfire subseriber contract and riders. Do not attach
only the applicable saction of the subscribar contract.

Oeonial On Medical Grounds

1f the Plan's denial is basad upon a medical judgmant (a.g. not emergency, not urgent, not skilled level, not
medically necessary or not the treetment option offered by the Plan), the Plan should provide a
substantive ¢linicat justification thal will meal commonty acoepted standards of practice. Depending upon
the circumstances wilhin the case, elements that covid be incluyded in this justification inciude: -

= |dentification of the individual praclifoners, and their licensure or certification, who
made the initlal denial and Plan Reconsideration uphold of this denial.

= ldentification of ha information upon which the denisl assessment was based (e.g.
exarn of patient. review of medicsl recards, discussion with peewvider, discussion with
patient, etc.)

» Discussion of the patient's presenting symptoms or condition, diagnosis and trestment
intarventions and why this madical evidance falls o meeat the applicable criteria (e.g.,
if the issue is "emergent’ gf "urgent’ care, a discussion of e possible risks in dalay
of care and why these risks are degmed insignificant)

s Specification of the Plan's rreatment oplon, when the Plan denies an allemative
qgtian requeshed by the member,

= Reference to and inclusion of apgiicable Plan practice guidelines
« Litaraturs citations substantiating the Plan's arguments?

It Is not CHDOR's Intent 10 suggest that Plans will be rewarded based upon the length or complexty aof the
justificaton. The intent is to require @ concise presentation of the lagic undarlying the Plan’s denial and of
substaniraling facts.

m. PRESENTATION OF MEMBER'S ARGUMENTS? FOR COVERAGE

CHDR assumes the Plan has provided the member, (or non-plan provider if such arevider ie the pany),
with an oppertunity 10 be heard (l.e.. face-to-face input) and, if such opportunity is declined, with
oppartunity for provide input in writing or by phone. In this $ecion, the Plan should summaree each
argument for coveraga cffared by the member. This should include any differences in the member's
interpretation of facts and events, if such differences have not been previously noted (ie., in the
Chronglogy),

1 Applicabie only 1o sarvices or procedures for which consensus regarding efficacy does not exist, such as
"experimentsal® tresimeniz.
Nan-pian provider argumenia would also be preaented in this section.
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If the Plan considered and ruled aut additional arguments for coverage to those explicitly presentad by the
beneficiaty, indicate those considerations in this saction,

. PLAN'S REBUTTAL TO MEMBER'S ARGUMENTS

Use Ihis section of the narrative !0 explain why the membar's argumant is logically fawed, is not
supported under Medicare policies, or is based upon an erroneous interpretation of the Facts,

V. MGCO ORGANIZATION DETERMINATION AND RECONSIDERATION PROCESS

Note if here was a request for an expedibed organization deterrniciation or Reconsideration. Explain the
justfication for withhotding the expedited proceeding, or for any delsys in comparison with HCFA
lirneliness standards.

Identfy the decision makers for the MCO Retonsideration and indicate whether or not they were involved
in (he inilial organization determination. Define how the enrollee or providers input ta the praceeding was
sought and obtained,

Document the decision and justification of the Reoensideration declsion maker(s). Emphasze ary

differences in the Plan or Member's arguments, or supporting data, that were advanced at the
Reconsideration siage in comparison 1o the prior organization determination phase.
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Implementation of the Expedited Appeal Regulation®

A final rule with comment, “Establishment of an Expcditcd Review Proeess for Medicare
Benceficiarics Earolled in HMOs, CMPs and HCPPs™ was published on Apcil 30 in the Federal
Register. Medicare coutracting bealth plans must be in compliance with all requirements of this
final rule beginning August 28.

This Program Memorundum provides the following informalion:

1. Moaudlel language for Expedited Otganization Determinations {Attachment A)
2. Flow Charts: Expedited Organization Determination Process .

and Expedited Appeal Process (Altachment B}
3 Comparisor  ~ ndard and Expedited Appeal Process (Attachment C)
4 Qs and As (Attachment D)
5. Model Appezi anguage: Member Materials, Denial

Notices, and Notices of Non-Coverage (NONC) {Altachiment B1)
S Model Appeal Languvage for Claims Denials (Attachment E2)

All Mcdicarc contracting health plans will be required to report information o the Health Care
Financing Administration (HCFA) on all requests for expedited appeals. HCFA is working with
the American Association of Health Plans, HMOs, and The Center for Health Dispute Resolution
(The Center) to devalop a standard format far collccling this information.

Inform Medicars Envollecs of Their Right To Expedited Reviews

You must notify all Medicare beneficiaries enrolled in your health plan of the expedited 72-hour
organization determination and appeal processes and clarify that terminations of health carc
services are organization determinations which rmay be appraled. You may notify carollees
through a special lelter, an arlicle/insert in a newsletter, or other bealth plan publication directed
to the Medicare enrollee. HCFA must approve alt materials sent to Medicare enrollees.

Use of Model Appeal Langusuge in all Member Materials

You must modify all member materials (member handbooks, evidence of coverage, denial
notices and NONC) that describe appeal rights. Use of the attachcd modcl langusge will hasten
approval through HCFA. There is scparate Modcl Appeal Language for claim deajal notices.

Beginning January 1, 1998, all hezith plan documents which describe mnember rights must
incorporate approved langrage which describes the expedited organization determination process
as well as the expedited appeal process. The Model Expeditcd Ocganization Determination
Languagc is provided in Attachment A for usc in member materials such as the member
handbeok and cvidence of coverage.
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Process for Expediied Review
Memiber Requests

A Medicare snrollee or his/her represeatative may request, either orally or in writing, an
expedited crganization determination and /or expedited appeal if the enrollee or his/her
represcntative belicves the enrollee’s health, life, or ability to regain maximum function may be
jeopardized by the stundard §0-Juy orgunization determination process and/or the standard 60-
day appeal process.

you cannot require that an enrollee obtain a physician’s statement of support for the expedited
request, you wre responsible for deciding whether the request for an capedited organization
determination and/or expedited appeal meets the criteria,

Physician Requests

Any physician may request or provide oraf or written support for an enrollee’s request for an
expedited organization determination and/or appeal. All physician requests (non-plan physicians
s woll as plan physicians) and curollec requests with physician support must be cxpedited. The
physician should be cleac that hesshe believes the situation is time sensitive and/or the review
would be conducted within 72 hours or less as medically necessary or appropriate.

If 2 physician (whether plas or non-plan) is suppocting a member’s request for expedited
determination or appeal, 2 waiver of payment ot appointment of representative form is not
required. Hoalth plans may not delay the procecding to obtain this documentation. A waiver of
the providler’s righit o collect payment form the beneficiary remains required in 2 cetrospective
case if a non-plan provider is the appealing party. Nom-plan providers do not have appeal rights
on their own behalf for pre-service cases. However, a bencficiary may appoint anyone, including
a non-plan provider, 1o be his/her represcotative.

Process for Receiving Requests

You are requited to develap a meaningful process for receiving requests for expedited reviews
which may include designating an office or departient, phone number for oral requests, and
FAX machine number to facilitate beneficiary access and health plan reccipt of requests for
expedited reviews (organizition determinations and appeals). These proceduses must b de
cleatly explained in member materials including denial notices and NONCs. (See the Model
Appeal Language in Auachment E). In addition, health plans will be accountable far educaking
staff and provider nenworks to ensure that requests for expedited review received by medical
group or other health plan offices are reforred immedistely to the designated healdih plan offics or
department. The 72-hour period begins when the request is received by the desiganied offive or
depatrtinent.
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Denied Requests

‘When a request for expodited organization determination or expedited appeal is denied, you
should aucomatically transfer it la the standard 60-cday process foe review {or such shoceer period
as required by state law oc health plan palicy). Do not tequired the enrollee to file 2 writen
appeal. The standard time frame begins with the date the request for cxpedited review is
received. When you deny a request for cxpedited review, you must orally notify the enrolles
immcdiatcly and follow up with & writien fetter of explanation within 2 working days. Inclode in
this ietlor an explanation that the enrolles’s request will be processed within 60-days and thac if
the enroljee disagrees with the decision to process the appeat in the standard 60-day time frame.
the enrollee may file a grievance with the health plan. Provide instructions and the time from for
the grievance proccss. '

If an enrollee oraily requests a standard 60-day appeal, instruct himv/her to file a writtcn request
and indicate where it shouid be sent. The standard 60-duy appeal process requires that appeals be
requested in writing, However, as noted above, if the enrolice requests an expedited 72-hour
appeal and you deny the request, you ¢anaot require the enrollee to file a written request before
you pracess the appeal in the standard 60-day process. You arc required to document oral
requests for expeditcd appcals in writing,

Immediate PRO Review

A hospilal NONC must include notification of the imiediate PRO review right as well as
notification of the standard and expedited appeal processes. Enrollces who are inpaticnts at a
hospital would be well advisced to usc the immediate PRO review process if they disagree with a
decision to discharge, rather than the expedited appeal process, provided that they reguest the
review Ly noon of the first working day following receipr of the NONC. Mcdicarc law currcatly
provides an immediate (3 working days) Pro revicw of hospital disctinrges with finaacial
protection for the beneficiary. Thus, from a beneficiary protection perspective, the bensficiary
shonld choose this option. If an enrolles misses the noon deadline for filing for immodiate PRO
review, the enrollec can still request an capedited appeal. Medicare coniracting bealth plans
should aot provess sny request for expedited appeal when annediate PRO review is being
conducted for hospital discharge. You should revise your NONC to clearly explain these
rights to enrallees.

Subinittal of Cases to The Center

The Center will issue revised formos and instructions for health plan submiual of HCFA-~level
recongiderations (NOFE: These forms and instructions are included as purt of Figure 2-20-L-12
with the Scope of Work). These revisions will addrcss beth cxpedited and standard
reconsiderations. The new forms and instructions will be basod upon, ’ad will not substantially
modify, the current instructions. The new instructions will modify case processing time frames
as required by the regulations. The new fonns will add those data elements necessary for
monitoring health plan compliance with expedited appeal processing. One commen) sct of
forns, based on the current forms, will be used for both ¢ypes of appeals. The current
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Figure 2-20-N-10 Appeals (Continued)

requiresnents for the components of the case folder (¢.g., medical rocords, plan contract lunguage,
chionelogies, ctc.) will remain and will apply to both expedited and standard appeals.

Health plaas are expected to mest the regulation requirement to send expedited case files to The
Center within 24 hours of the health plan’s completion of an cxpcditod appeal. At this time, The
Center does not plan to routinely staff on weckends but will work with major delivesy vendors to
cnsure safe and confirmed receipt of material.

Because af confidentiality and technical quality concems, The Center Is not permitted to accept
case files by FAX. Hard copies of expedited c2scs should be sent ko The Center by ovemight
delivery. The Center will modify the current (letter) process for acknowledgments of receipt of
casc files. The Center is considering a process whereby health plans would aotify The Center by
FAX or &-mail of the iimpending subntission of an expedited case, with The Center confirming
receipt via the same media.

The Center’s Additionsl Information Request Policy

For the past several years, The Ceater hus frequently soquesiod additional information from
health plans in order to reach an informedt decision.

Effective Angust 28, in cases where The Center believes thut additional information is
necessary to reach an informed decision in a reconsideration case, The Center will vequest
this information. Health plaus should respond to The Ceater in accordance with the
following tisnetable:

Expedited Appeals Within 3 days from date of vequest
Pre-service cases, not expedited Within 10 days from the date of request
Retrospective cases Withia 15 days from the date of rcquest

The Center reserves the right to deviate from (acceicrate) these time frames {or individual cases
when such action is medically indicated. The Centar will FAX afl information requests to the
health plaas.

Extensions will not be granted. Second requests for information will no longer be raade by
The Center. Health plans are reminded that The Center is under no statotory ot
regulatory requirement to request sdditional information from the health plans in aoy
case. Accordingly, health plans should make every attempt to submit original case files to
The Center with complete information.

In the cvent that & health plan does not respond to a request for additional information, The
Caater will decide the case based upon the jnformation contained in the original case file. If the
bealth plan’s documentation does not substantiate its denial of a claim, The Center will overtumm

the health plan’s denial.
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Health plans that obtain additional pertinent information after submitting a cuse 1o The Center
rmay, on their own initiative, submit this information within 3 days of receipt of the appeal case
fils by The Center. The Centec is under no obligation to use this information. Use of the
information will depend in part on its relevance to the subject of appeal and the review stage of
the case at the time of receipt of the additional information by The Center.

*This document, including the stated Attachments, is found in the HCFA Program
Memoranduom, Subject: Implementation of the Expedited Appeal Regulation, dated July
22,1991 .
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